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- course of the two forms of chronic Bright’s disease which I
have sketched above, but the only other one to which I
should like to draw attention is the frequency with which
urasmic symptoms of a severe type are often associated with
what I have described above as the " contracted white

kidney." Uraemia in one or other of its forms may be met
with in any destructive disease of the kidney, but a very
large proportion of cases of acute uraemia, and even of so-
called "fulminating ursemia," occur associated with the con-
tracted white kidney. Many observers, including Fagge,
have drawn attention to the frequency with which urmmia
complicates renal disease in young persons and young adults
-and this form of chronic Bright’s disease is most frequently
seen in the young. This affords another difference, if any
more are required, between it and the granular kidney,
which, as is well known, is usually seen in persons beyond
middle life. Not only does acute urasmia occur with great
frequency in cases of contracted white kidney, but in a
considerable proportion of cases the patient seeks advice
solely on account of the ursemic symptoms. In some
cases the first sign of illness is the occurrence of violent
- arasmic symptoms of a maniacal type, sometimes a

succession of epileptiform seizures, and not infrequently
attacks of violent dyspnoea, occasionally of an asthmatic
type. In a large number of cases the patient seeks advice
for what may be called premonitory urasmic symptoms, such,
-for instance, as severe headache, and in more than one case
that has fallen under my observation the patient has sought
treatment for what would appear at first sight to be a severe
migrainous headache, but where examination of the urine
and of the fundus showed the presence of grave renal disease
.and where, in the course of a few days or weeks, severe and
fatal urssmia occurred.
The uraemia that occurs with the contracted white kidney

is not only remarkable for the suddenness of its onset and
the violence of its symptoms, but in my experience it is also

remarkably fatal, and I know of no instance with recovery
where acute urasmic symptoms have developed in such a
case. Acute urasmia occurring, on the other hand, with
acute Bright’s disease is by no means necessarily fatal, but
where it occurs in association with chronic destructive
lesions of the kidney it is a very grave symptom. Giddiness
and rashes of a papulous, erythematous, or even of a bullous
type are also not uncommon premonitory symptoms in such
cases of the onset of urasmia, and although in most instances
rashes occur when the uroemic symptoms are well developed
in some they have preceded the onset of urasmia, and I know
of one case where a young man sought advice on account of
the occurrence of a papulous eruption, asserting that he was
in good health, but in the course of a few days severe and
fatal uraemia developed. In the great majority of cases the
diagnosis of this form of Bright’s disease is easy from the
fact that it occurs in young persons, usually under 30 years
of age, that it is unaccompanied by dropsy, that there are
obvious signs of cardio-vascular changes such as cardiac
hypertrophy, high tension pulse, and changes in the vessels
of the fundus oculi ; the urine is also abundant, of low
specific gravity, containing a quarter or a third of albumin.
!tn very exceptional cases the recognition of this condition
may be difficult from the fact that apparently the urine may
be free temporarily from albumin, and I have notes of two
cases where the urine on examination failed to show the
presence of albumin and where the patient came under
observation for severe urssmia which was fatal, and where
the post-mortem examination showed the presence of
advanced and extensive disease of the kidneys.

Although we cannot look upon the contracted white kidney
as simply a stage in the evolution of Bright’s disease it is
probable that it has a similar etiology to that of acute and
of the other variety of chronic Bright’s disease. Thus in
some cases this variety of kidney is seen in persons who have
been exposed to the action of lead, and in others a history
may be obtained of the occurrence of scarlet fever or other
acute disease during early life, but it must be confessed
that in the bulk of cases the etiology of this affection is
more or less unknown and that in the individual instances
that present themselves to us we fail to recognise the
cause of the disease. In a few cases more than one member
of the same family have been affected. In this respect the
disease resembles the true granular kidney, where the
observations of Dickinson and others have shown that a
family influence can be traced. Alcohol, although it plays
a large part in the production of the other form of chronic
Bright’s disease, would not seem to be a very potent factor

in the etiology of the contracted white kidney. I must
confess that in the cases which have fallen under my own
observation I have been unable in the majority of them to
determine the cause, and in a considerable proportion one
has been able to exclude alcohol and the occurrence of
former acute nephritis. It is a form of Bright’s disease
which it is especially important to recognise owing to the
fact that it does not produce any very marked or obvious
symptoms until it is far advanced, and also owing to the
fact that it tends to be complicated in such a large number
of cases by acute and fatal uraemia.

I would conclude, therefore, by summarising the views
that I have put before you shortly as follows. 1. That we

may recognise two forms of acute Bright’s disease, one

characterised not only by the well-known urinary changes
but also by the presence of dropsy, the other where dropsy
is absent and where the distinction between the acute

Bright’s disease and mere congestion of the kidney is by
no means easy. 2. That there are at least two forms of
chronic Bright’s disease-one where the patient secretes a
scanty, highly albuminous urine and becomes markedly
dropsical, the course of the malady being chronic and death
occurring usually either from the mere water-logging of the
tissues, or from the development of inflammatory compli-
cations, or from chronic or subacute urasmia. The
second form of Bright’s disease where the symptoms often
run a latent course for an unknown period and where the
patient ultimately seeks advice on account of very vague
symptoms of ill-health, such as wasting, loss of strength,
circulatory disturbance, or even where he does-not seek
advice until the onset of acute and fatal urasmia. In this
form of the disease dropsy is absent, the urine is abundant
and pale, and it contains a considerable quantity of albumin.
It would seem that not only may chronic Bright’s disease be
chronic from the outset, but also that the two varieties of
chronic Bright’s disease are not necessarily different stages in
one and the same morbid process, but represent rather the
different effects of perhaps the same morbid process.
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WHY, it may be asked, should a few more cases

of this well-known disease be added at the present time
to the already over-burdened literature of actinomy-
cosis ? 7 The answer is that it is still thought to be

uncommon, and for this reason, and because it very
closely simulates some other diseases, it is frequently
overlooked. I have myself seen 13, as I think, genuine
and two doubtful cases during the last 12 years, though
before that time I had not recognised a single one. It
is practically certain that this is only a question of having
one’s eyes opened. Within two years I have myself been
treating a case for many months without finding
out what was the matter, though I am keenly on

the look-out for examples of the disease. I do not
believe in the occurrence of new diseases. One cannot fail
to be struck with the fact that when a new disease is
described cases are promptly forthcoming from all quarters.
It seems hardly credible that when I was a student Sir
William Jenner used to tell us that no case of floating
kidney diagnosed during life had, as far as he knew, been
found to be such post mortem, and that he used to demon-
strate to us a tumour which he thought was a floating kidney
but which, when the patient died, turned out to be a uterine
fibroid with a long pedicle. And now where is the third

year’s student who cannot diagnose one ? 7
I well remember the first case of acromegaly that came

before me. The disease had never been recognised in this
country before, and as a matter of fact the first two cases
were described on the same night by the late Dr. Hadden
and by myself. Of course, we had all been seeing cases of
acromegaly before, just as we had been seeing cases of
osteitis deformans before Sir James Paget told us what
it was. or myxcedema before we were taught about it by
Sir William Gull and Dr. Ord. And so it is, I have no
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cbubt, with regard to actinomycosis. A few more years c
and everyone will be able to recognise it. It will take t
its proper place amongst other diseases, and, what is of ill
more importance, it will be submitted to early treat- r

ment and then it is probable that a larger number of i
cases will be cured than is possible at present. It is a I
humiliating thought that we are seeing, but not observing, t
other forms of disease which will seem quite commonplace t
to our successors if not to ourselves and, what is worse, that ‘
we are treating them wrongly because we do not recognise I

their true nature. t
I do not propose to say much about the organism or i

organisms that produce this disease, as I think that much E
confusion is apt to be introduced by, so to say, amateur t
descriptions. It is’ also pretty clear that the botanists and E

bacteriologists have not yet quite made up their minds about i
the exact affinities of the fungus or fungi in question. It is, i

however, important for the clinician to know one or two J
facts about it. And first it is well to know that the word i

"pseudo-actinomycosis," like theword "pseudo-tuberculosis," 4
has crept into medical terminology. It should suggest to 1
our minds that we may meet with oases presenting all the 1

clinical characters of actinomycosis (I say nothing about
tuberculosis) but in which what are recognised to be the
characteristic appearances of the fungi are not seen. It is i
intended, however, to imply that identical, or almost
identical, clinical appearances may be produced by separate
organisms-a much more doubtful proposition. But we had
better leave the botanists to settle whether, after all, the
different forms do not belong to the same fungus, for we find
them hinting at even wider and more unexpected relation-
ships. It has, indeed, been suggested that streptothrix
actinomyces and bacillus tuberculosis may be, as it were,
the products of the same plant, in connexion with which the
occasional clinical association of tuberculosis and actino-
mycosis must not be lost sight of.
To the clinician the first sight of the fungus is usually

obtained in the pus evacuated from an abscess or in the
expectoration, and it is visible to the naked eye as small
round granules, sometimes very minute, sometimes larger,
oftenest of a pale yellow colour but sometimes white, which
are easily demonstrated by allowing the pus or expectora-
tion to flow down the side of the test-tube while it is held up
to the light or to run over a microscopic slide. They have
been compared to particles of iodoform but they are

obviously rounded and not of such a bright yellow colour.
One should always be on the qlli vive and get into the habit
of looking at the pus from any abscess of doubtful origin
from this point of view, but especially if, on opening the
abscess, the amount of pus is less than was expected and the
finger passes into an indefinite soft mass which bleeds with
great freedom. The sensation imparted to the finger is very
characteristic when one is accustomed to it. The hmmor-
rhage suggests what is the fact, that the growth does not
interfere with vessels and is in itself very vascular.

If a yellow granule be placed unstained in a little water
on a slide and the cover-glass be gently pressed upon it, it will
be seen under a low power to be made up of rounded masses
which are yellowish on the circumference but less coloured
in the centre. Under a high power the centre is seen to
consist of a densely felted mass of threads which is called
the mycelium, and the circumference to contain the so-

called clubs which, from their radiated arrangement, have
given the name to the fungus. In some cases, however, these
are not to be seen. It must not be supposed that the
mycelium is made up of well-defined threads like the
mycelium of a mould or a mushroom. It consists of ex-

tremely delicate branched threads in which a double outline
is scarcely to be distinguished and which sometimes appear
to be made up only of chains of cocci which has suggested
the latest name for the organism, "streptothrix actino-

myces." We are told that the organism is easily grown on
various media and that it then consists at first of these
threads, which after some time end in chains of streptothrix,
which are supposed to constitute the spores of the fungus.
At all events these if transferred to another medium bud out
into the threads of the so-called mycelium. The clubs are
very seldom if ever produced in artificial cultures. In old
cultures bulbous ends to the threads are sometimes observed,
and it is held that the clubs are only produced when the
organism is growing under difficulties.
Although it is practically certain that the organism

grows on cereals and grass very little is known of
life-history as a vegetable parasite. It is, however, quite

iertain that it gains access to the bodies of men and
coasts on pieces of corn or grass which either stick
n the teeth, or mouth, or are swallowed or inhaled-the
noral of which ought to be that we should give up the tempt-
ng habit of chewing fresh corn, sucking straws, or putting
pieces of fresh grass into our mouths. We cannot help inhaling
ihe dust of a threshing machine and are most likely exposed
jO the inroads of this pestilent organism in a thousand ways
which it is impossible to guard against. Once settled in the
mucous membrane of the mouth, oesophagus, alimentary
ract, or respiratory passages it begins to grow and creates
infiammation. Sometimes an ulcer is produced, sometimes
a. sort of tumour, and it is usually the latter condition that
he surgeon is called upon to treat or the pathologist to
examine. The tumour is of a pale yellowish colour, globula?
in shape, riddled with holes of a larger or smaller size con-
taining pus, and very vascular, although it presents a super4
ficial resemblance to the interior of a tuberculous or gum.
matous deposit. It infiltrates all the tissues with which it
comes in contact, spreading in the intermuscular planes and
to some extent into the muscles, extending far and wide into
the cancellous structure of bones, occupying extensive
portions of the solid viscera, and forming communications
between the hollow viscera. It sometimes attacks the skin,
sometimes it is met with in the lymphatic glands, ancl
occasionally it is distributed to distant parts of the
body by the vascular system exactly as in embolic.
pyasmia ; it is then found in the brain or joints, or, indeed,
any part of the body. When it occurs in accessible posi.
tions it may be completely eradicated by excision or incision
and scraping. When it involves regions beyond the reach of
surgery the termination is generally fatal. The only drug
which appears to exercise any influence upon it is iodide of
potassium, which should be given in large doses, 40 grains
or more three times a day. It has been asserted that this is
a specific which will cure all cases, but this is not the
fact, as the experience of others besides myself unfortunately
proves. The practice of trusting to this only if removal is
possible cannot, therefore, be too strongly deprecated. A
combination of surgery and medicine gives the best prospect
of a cure.
The diseases with which actinomycosis is most likely to be

confused are tubercle and syphilis. It is fortunate for the
patient if it be mistaken for the latter, for under these
circumstances it is likely that iodide of potassium will be
administered and the surgeon may be-as happened in one
of my cases-confirmed in his mistaken diagnosis by the
successful result of treatment.
With these prefatory remarks I will pass to the cases that

have come under my notice which illustrate most of the
commoner and some of the rarer manifestations of the
disease.

’ 

The first four cases affected principally the pleura.
CASE 1.1-A boy, aged nine years, was admitted into the

Brompton Hospital for Consumption under Sir Richard (then
Dr.) Douglas Powell on Oct. 8th, 1889. His father kept &

dairy. There was a history of tubercle in the family. His
illness began with languidness in June, 1888. This was fol-
lowed by pain and tenderness in the right side in August,
and then a hacking cough without expectoration super-
vened. On admission he was pale and an2emic with a
hectic temperature. The right side of the chest was

enlarged and there were two semi-fluctuating swellings, one
in the fifth interspace on the nipple line, the other

corresponding to the seventh, eighth, and ninth ribs ia
the posterior axillary line. The head was held to the right
owing to a curve of the spine with the concavity to the right.
The physical signs were ambiguous, but they suggested the
presence of an empyema pointing at two places. The liver
dulness was not increased downwards. As a puncture did
not withdraw any pus an incision was made on Nov. 1st and
carried through an intercostal space. It entered a soft,
friable, yellow mass which bled freely, but no pus escaped.
A little hemoptysis followed. An examination of the
material which had been withdrawn showed the fungus of
actinomyces. The disease advanced rather rapidly, several
fresh openings forming and the swelling increasing to a great
extent. The boy became intensely emaciated. The superficial
veins became clearly visible over his emaciated body. The

, liver became distinctly enlarged and he died on Feb. 26th.
1889. At the post-mortem examination the disease was found

1 Transactions of the Royal Medical and Chirurgical Society, 1889,
p. 179.
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in greatest abundance in the pleura, from the second rib down-
wards and extending between the base of the lung and
the diaphragm. It involved some of the ribs and the

corresponding dorsal vertebrae. There were considerable
numbers of nodules of the growth in the lower and middle
lobes of the right lung which was tough and fibrous.. There
were some grey nodules resembling tubercle at the apex of
this lung. A few nodules of actinomycosis were found in
the left lung. There was a mass of the disease between the
liver and the diaphragm and a focus as large as a small
orange one inch below the upper surface of the organ. It
is impossible to say with certainty where the primary disease
started in this case, but we thought at the time it was probably
in the pleura. At the time of the operation-i-e., before the
matter was examined-I thought that I had incised a
vascular sarcoma.

I did not see another case of actinomycosis till 1893. The
following one occurred in 1898 and it is reported here as it
resembles the preceding case more closely than any other of
the series.
CASE 2.-A youth, aged 17 years, was admitted under

the care of Dr. Percy Kidd to the Brompton Hospital on
August 24th, 1898, complaining of a cough and of a painful
swelling in the back. He had always lived in town, but
had had a holiday in the country in Jane, 1897. There was
no history of sucking straws or of chewing grass. His cough
began about Christmas, 1897, and the swelling in the back
was noticed three weeks before admission. He had always
been thin. On admission he was a pale thin boy with a
slight husky cough and but little expectoration. The
notes record physical signs at the right apex strongly
suggestive of early tuberculous mischief. There was a

large fluctuating swelling between the scapula below
its spine and the vertebral column, which interfered
with the physical examination of this part of the
chest. The temperature varied from 995&deg; to 102 8" F.
The urine had a specific gravity of 1012 and contained no
albumin. On August 30th the abscess in the back was

opened by Mr. B. Pollard and about three ounces of thick
caseous material were withdrawn. The cavity was then

thoroughly scraped with a sharp spoon which gave rise to
some bleeding ; it was then rubbed with iodoform and the
wound was completely sewn up. Mr. Pollard tells me that
from the appearance of the case, and perhaps also because
he was told that the patient was tuberculous, he thought it
was a tuberculous abscess, and was perhaps rather surprised
that no deep sinus was found leading down to bone.
Though the patient improved somewhat after the operation
the temperature did not come down and it is recorded
in the notes on Sept. 17th that there is no evidence of
re-accumulation in the abscess, but the signs at the apex
appear to be extending, which suggests that up to that
time the case was supposed to be one of tuberculosis.
By the beginning of October the abscess had begun again
to discharge, and on the 19th the house physician noticed
the characteristic yellow granules in the discharge, and, of
course, immediately examined the sputum, in which similar
bodies were discovered. It now became obvious that there
was mischief in the lung beneath the abscess in the back,
and at Dr. Kidd’s request I undertook a preliminary opera-
tion on Nov. 16th with the intention of opening the lung at
a later period. I took out about three inches of the third,
fourth, and fifth ribs between the scapula and the spine and
stitched the lung up to the parietal pleura. It was quite
evident that the soft tissues and the bones were extensively
implicated with the disease. There was not much haemorrhage
or shock, but the patient, who was at the time very weak and
intensely ansemic, never really rallied from the operation and
died nine days afterwards, on Nov. 25th. The temperature
varied very little throughout the treatment of the case.

At the post-mortem examination all the ribs from the first
to the ninth, from the angles to the vertebral attachments,
and all the corresponding vertebrse were implicated with
actinomycosis, and were so soft that they could be cut with
a knife. The pleura was much thickened and nearly the
whole of the right lung was involved in the disease. I well
remember that at the time of the post-mortem examination
it was remarked that the appearances closely resembled those
produced by taberculosis ; in fact, that, if we had not known
what we were dealing with, they might almost have passed
muster as being tuberculous. This is doubly interesting in
connexion with the fact that when the patient was admitted
the physical signs were considered to be so unequivocal that
it was not thought necessary to examine the sputa for

tubercle bacilli. Nothing else of importance was found
except two or three nodules at the apex of the left lower
lobe and a few glands at the bifurcation of the trachea which
were neither caseous nor suppurating.
The next case is interesting as an illustration of how a

case may be watched by numerous observers (including
myself) and its true nature be revealed only accidentally at
the post-mortem examination. It is also interesting as being
the most rapidly fatal case that I have met with.
CASE 3.-A man, aged 38 years, married, was seen with

Dr. W. Thyne of Barnet. on Nov. 25th, 1899. His previous
history revealed nothing of importance. It is not clear
when he first began to be ill, but it was in the spring of
1899. In July Dr. F. T. Roberts diagnosed double pleurisy
and the patient was sent to Ilkley. An abscess then formed
over the head of the right radius, which was opened. In
August the right pleura was aspirated and, subsequently
it was opened and a tube was inserted. No record of the
nature of the fluid can be obtained. After the aspira-
tion an abscess developed over the sternum. The patient
returned to Barnet on Nov. 6th, having then a tube
in the left pleura and two sinuses, the remains of the
abscesses mentioned above. He was very weak and breath-
less, with a hectic temperature of from 99&deg; to 1030 F., and,
in spite of a fair appetite, rapidly going down hill. He was
seen twice by Dr. Hector Mackenzie who advised further
exploration of the chest; but beyond affording somewhat
better drainage no. good result followed. I saw him on
Nov. 25th, but did not see that anything surgical could help
him, as it was clear that the cavity in the chest was very
small and communicated freely with a bronchus. I was
struck by a small square patch of absolute dulness to the
right of the sternum but above the liver dulness. The
patient became rapidly worse and died on Dec. 7th, the
final diagnosis, faute de rnimwJ, being empyema followed by
septicaemia. Dr. Thyne obtained leave for a partial post-
mortem examination and he forwarded to me a hard lump
which corresponded to the patch of dulness to which I had
drawn attention, saying that it looked like a tumour. This
was submitted to microscopical examination and by good
fortune a beautiful example of the fungus appeared in the
section. Had it not been for this, a correct opinion of the
case would never have been arrived at. Whether the
disease affected the pericardium or not I cannot say ; but 

’

it is most probable that it did, such affection being
apparently not very uncommon.2
Another case which I have met with during the present

year illustrates in the same way how easily the disease may
be overlooked. It is a much more chronic one.
CASE 4.-A girl, aged 18 years, was sent to me by

Dr. W. A. Gostling of Worthing on May 18th, 1900. She
was fairly well until 1897, though there were points in her
previous history strongly suggestive of tuberculosis. In

June, 1897, she had slight hsemoptysis and suspicious signs
at the left apex. In August, 1897, there was left pleurisy
followed by empyema. This was opened by Dr. Frank
Hinds, stinking pus being evacuated. The wound healed
and she gained flesh. After six months the matter re-
accumulated and for the next two and three-quarter
years the wound opened and closed periodically, although
Dr. Hinds had effected better drainage at a second operation
by removing a piece of rib. Indeed, she had worn a tube
for about half this prolonged period of time. For six weeks
before I saw her there had been some fever, the temperature
being from 99&deg; to 101&deg; F., but before that for a long time the
temperature had been normal. She lost fiesh and became very
ill, and a large rounded and very tender tumour appeared in
the left side of the abdomen ; it was quite dull and was
evidently incorporated with the abdominal wall. There were
no physical signs at the left apex. I thought that it was
probably a tuberculous empyema and that tle abdominal
swelling was an abscess burrowing down in the abdominal
wall from the pleura; but the alternative diagnoses of tuber-
culous peritonitis or of caries of the spine were discussed.
An incision into the tumour at once revealed the true
nature of the case. The free haemorrhage, the small
amount of matter burrowing amongst the abdominal muscles
and deeper parts, and the indefinite spongy surroundings
of the abscess made us immediately examine the pus, and
before the completion of the operation a typical specimen
of the clubs was shown under the microscope in the theatre.

2 Cf. Sir Dvce Duckworth: A Case of Acute Actinomycosis, Transac-tions of the Clinical Society of London, Oct. 12th, 1900.
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The patient was put on large doses of iodide of potassium, t

taking as much as 40 grains three times a day, to which she t
at once responded. On a subsequent occasion the sinuses 1
were again thoroughly scraped and before many months the i
wound had healed. She is now apparently well and has 1
grown plump and strong, but there is still some induration 1
oeneath the abdominal scar and until this has disappeared I i
suppose we cannot say that the disease is completely 1
eradicated. For this reason she is continuing to take the a
iodide of potassium. 1

The following six cases appear to have originated in the (

liver. t
CASE 5.-A man, aged 45 years, was admitted into Uni- (

versity College Hospital on March 5th, 1896, under the care f
of Dr. G. V. Poore. He had been ill since August, 1895, a
when he became unaccountably weak and breathless. He s
lost flesh and perspired at night. The appetite failed and s
presently a red patch appeared of about the size of ’the i
palm of the hand over the lower ribs on the right i

side. On Sept. 28th he was told that he had an abscess -
of the liver, and a few days later about four pints 1
of offensive brown pus were evacuated from the abscess. i
He had coughed up about a pint of a similar material 1
on the night before the operation. Five weeks after 1

the operation he thought he was quite well. In 1

December, however, he began to feel ill again and was 1
taken to see the late Dr. George Harley who is reported (

to have said that he had diseased bone. He continued to i

get weaker and to be much troubled with cough up to i
the time of his admission, when he was obviously very ill. t
He was emaciated and had an anxious expression. There
was a certain amount of bulging of the lower ribs on the 1

right side and there was a sore covered with exuberant granu- (

lations in the mid-axillary line over the eighth rib. In the i
centre of this was a sinus into which a probe passed in 1
various directions for about an inch, but no bare bone i

was felt. There was slight scoliosis, the concavity being to I
the right side. The movements of the lower part of the right ]
side of the chest were much impaired and there was slight I
dulness at the right base, but nothing very marked. There 1

was no apparent enlargement of the liver, which indeed i

could not be felt below the costal margin. The temperature J

was of a markedly hectic type, ranging from 990 to 1030 F., J

and with slight variations it remained so until the end of the i

case. The urine presented no abnormalities. No diagnosis
was made at first, though empyema was suggested; but when
I was asked to see him (on March 9th) the characteristic
yellow granules in the yellow pus escaping from the sinus at
once explained the case. He was put upon iodide of potas-
sium, the dose of which was rapidly increased to 25 grains
three times a day, but he did not bear it well, and
on March 29th it was discontinued. It was again given I
in smaller doses and was continued at intervals, as the
patient could bear it, till the end of the case. Small doses
of nitrate of silver were also administered at Dr. Poore’s
suggestion, and nitrate of silver was applied to the granula-
tions,’but no appreciable effect resulted from the treatment.
On April llth I removed all the superficial structures which
were affected, and finding that the eighth and ninth ribs
were involved I removed considerable portions of them and
scraped, as far as I could, the cavity which appeared to be
a part of the pleura beneath them. The case went rather
rapidly from bad to worse. There were very troublesome
diarrhoea, great emaciation, and an exaggeration both of the
ascents and descents of the hectic temperature. The wound
was scraped on several occasions, and various external appli-
cations such as iodine, iodoform, nitrate of silver, sulphur, and
formalin were employed, but without effect, and the patient
died on June 3rd. At the post-mortem examination a large
mass of typical actinomycosis three inches in diameter was
found in the right lobe of the liver, the oldest part of
which was apparently below and was very closely adherent
to the hepatic flexure of the colon which, however, showed
no sign of ulceration. Extending upwards from this was a
cavity partly between the liver and the lung and partly in
the lung itself. The middle and lower lobes of the right
lung were surrounded by a very much thickened pleura.
Some ordinary pyaemic abscesses were found in the left lung
and one in the anterior horn of the lateral ventricle of the
brain on the left side.
CASE 6.-A man, aged 22 years, was admitted into the

Brompton Hospital under the care of Dr. Kidd on Feb. 21st,
1899. He had been a healthy man up to six months pre-
viously when he had had an attack of diarrhoea which lasted

three weeks accompanied by pain in the abdomen. He
then remained well for three months when he had an
attack of pleurisy on the right side. He was very
ill for six weeks and from that time he began to cougti
and expectorate and was troubled with shortness of
breath. On admission the patient was evidently very ill,
with a hectic temperature varying from 98&deg; to 102&deg; F., with
physical signs that appeared to indicate the presence of fluid
at the right base, and some cedema of the legs. The urine had
a specific gravity of from 1022 to 1025 and contained a thick
cloud of albumin and hyaline and granular casts. Neither
the liver ror the spleen could be felt, but the latter became
obviously palpable in the course of a few days. A fluctuating
swelling made its appearance over the left great trochanter,
and there were three or four small round nodules in the
skin of the forehead and scalp which felt very much like
sebaceous cysts. The diagnosis of this case was very doubt-
ful, though it was recognised that there were some serious
renal mischief and fluid in the right pleura. On March 20th
-a month after admission-the abscess over the great
trochanter was aspirated and some iodoform emulsion was
inserted. On the 25th I was asked to see him and found a
large abscess in front of and around the hip-joint, the
movements of which did not appear to be more impaired
than the presence of this large collection of pus in its neigh-
bourhood would account for. On incising it a large
quantity-a pint or more-of brown pus escaped, in which
we at once detected the granules of actinomycosis in great
abundance. Even if I had not been on the look-out for
them the character of the abscess as determined by the in.
sertion of the finger would have made me almost certain of
the diagnosis. The indefinite spongy walls, easily breaking
down before the finger in all directions and bleeding very
freely, are almost unmistakeable when they have been felt
two or three times. The abscess did not appear to com-
municate with the hip-joint, but passed up towards the
abdomen. The day after the operation (March 26th) the
patient had two attacks of convulsions followed by loss of
power on the left side of the body and accompanied by
unconsciousness. On the 28th there was a similar but
more severe attack. From this time he gradually took less
notice and became less and less conscious. He had some
more attacks of convulsions and there was some paresis of
the left side. He evidently had some headache and there
was some vomiting. The swellings in the scalp increased
very much in size. The temperature retained its hectic
type till April 4th and then was subnormal till the time of
his death on the 10th. At the post-mortem examination a
great .variety of lesions were found, indicating apparently
that the disease had become diffused throughout the body
by a process of embolism such as occurs in embolic pyasmia.
The largest and most obvious focus of disease was a globular
mass as large as a foetal head in the right lobe of the
liver. It was therefore assumed that this was the seat of
the primary lesion, but this was of course only a

surmise. There was also a smaller nodule in the
anterior part of the liver. The large mass extended
up to the diaphragm which was intimately adherent to
the liver and was invaded by the disease. The posterior
quarter of the right lung was adherent to the chest wall
and the mischief had extended up into the adhesions,
involving as well the corresponding ribs and intercostal
spaces (from the eighth to the twelfth) from the spine to the
angles of the ribs, but neither the vertebrm nor the ribs were
obviously softened. At the extreme base of the right lung
there was a limited infiltration of small caseous nodules
surrounded by broncho-pneumonia. In the outer part of the
cortex of the right kidney there was a nodule of the disease
of the size of a pea. A large suppurating gland on the
bifurcation of the trachea had ruptured into that tube, and
it was no doubt the source of the foetid expectoration
noticed before death. A careful examination was made of
the abscess about the hip-joint. It extended widely into
the intermuscular planes, but no communication with the

joint could be discovered. The joint, however, contained a
considerable quantity of semi-gelatinous puriform material,
but as this was not collected with sufficient care to ensure
that there was no admixture of pus from the surrounding
abscess I cannot say whether or not it contained any of the
fungus. A somewhat similar gelatinous material was found
in the left knee-joints and the left metatarso-phalangeal
joint of the big toe. Two circumscribed collections of pus
beneath the peritoneum were also found, one immediately
above the bladder in the recto-vesical pouch, the other in
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the gastro-splenic omentum. Several superficial abscesses
were also found. Some of them were the nodules noticed
during life in the scalp ; one was situated over the metatarso-
phalangeal joint of the great toe of the right foot. Several
abscesses of considerable size were found in tlfe cerebral
hemispheres ; one large and two smaller ones were in
the left frontal lobe and there was on each side further
back a large abscess, that on the right side approaching
the surface of the brain in the centre of the ascending
parietal convolution. All the collections of pus, with
the possible exception of that from the left hip, contained
the fungus. :
This case is one of the most instructive of the series, not i

only because it remained so long undiagnosed though under
daily and careful observation, nor because even after it was
diagnosed the extent of the lesions was not suspected, but
chiefly because it illustrates so well the diffusion of the
disease to distant parts of the body by means of the blood-
stream. It is further interesting to note that although the
secondary abscesses were met with in the brain, the skin,
and the intermuscular planes the affection of the lung was
very limited. The affection of the lung appeared to be by
direct extension and there were none of the characteristic
abscesses of embolic pyaemia in it. ’

CASE 7.-A youth, aged 17 years, was admitted into the
Brompton Hospital under the care of Dr. Kidd on Nov. 18th,
1898. He is said to have been in good health until
the present illness started with cough and pain in the
right side about six weeks before his admission. He
was stunted, pale, anaemic, and rickety. The left side
of the chest was normal, except that the heart’s apex was
slightly displaced outwards. The right side bulged; it was
dull throughout behind, and below the fourth rib in front,
the breathing in the dull part being very weak and accom-
panied by rales. Expectoration was slight and purulent.
The liver dulness extended one and a half inches below the
margin of the ribs. There was frequent diarrhoea, though
he had been constipated before admission. There was no
albumin in the urine. The chest was explored without
result, and on Dec. 4th the patient expectorated a collar
stud. We thought at this time that he must have some
bronchiectasis caused by the presence of the foreign body,
but that probably there was a malignant growth as well.
The temperature, which on admission varied from normal
to 101&deg; and 102&deg; F., fell to nearly normal after the ex-

pectoration of the stud and remained so for many weeks.
The patient walked with a marked stoop to the right because
his spine was curved, as is usual, with the concavity towards
the affected side. The disease steadily advanced and the
boy became much weaker. In February the side became
tender and a prominence appeared over the sixth rib on the
right axilla, which was incised on Feb. 20th. No bare bone
was felt but a track passed through an intercostal space
into some internal cavity. There was very free hremor-
rhage but very slight haemoptysis after the operation. On

April 18th an exploring trocar was passed through the
eighth intercostalspace in the mid-axillary line and, as pus
flowed pretty freely, an opening was made which admitted
the finger, as at the last operation, into a spongy honey-
combed part of what I took to be the lung infiltrated with
pus, but not in any large quantity. There was free bleeding,
but not a trace of haemoptysis followed the operation. I noted
that this was very puzzling, as I could not think that I had
penetrated the liver. By this time the liver had become very
large and hard, the abdomen was distended and probably con-
tained fluid, and there was a good deal of albumin in the urine.
A needle was passed into the prominent part of the liver at
the epigastrium but no pus was discovered. The patient
rapidly became worse; emaciation was extreme and the
superficial sinus became very obvious. The temperature
rose and assumed an irregularly hectic type. There were
some rigors and there were obvious signs of peritonitis over
the liver and of fluid in the abdomen. The wounds showed
a tendency to heal superficially, but on one occasion there
was an escape of orange-yellow pus from one of them. He
died on May 7th. At the post-mortem examination the base
of the right lung was found to be everywhere adherent to
the diaphragm, as also was the upper surface of the right
lobe of the liver. The upper surface of the liver was

separated in places from the diaphragm by small abscesses
filled with creamy pus, one of which communicated with
the opening which I had made in the fifth interspace, and
another with the incision in the seventh interspace. No
communication could be found between these spaces and
the liver, but the liver substance beneath them was occupied

by softened caseous, and in some places suppurating, cavities.
The whole of the right lobe of the liver except the lower
two and a half inches was riddled and honeycombed by
caseous areas and suppurating cavites of various sizes, the
cavities being obviously formed by the breaking down of
the caseous masses, as they were lined by a similar yellow
caseous material. A similar change was found in the upper
half of the left lobe. The portal and hepatic veins were
healthy, as also were the gall-bladder and bile ducts. The

only other morbid appearance of importance met with was
in the right lung, the lower lobe of which was in a state of
condensation due to collapse, the bronchi being dilated.
There was, however, no appearance of any change which
could be attributed to actinomycosis.
The interest of this case depends upon the following.

facts. 1. The incisions which were always thought to
have penetrated the lung really opened cavities between the
diaphragm and the liver. It was, however, noticed on each
occasion that little or no bsemoptysis followed and the small
amount of discharge and the tendency to heal were remarked
at the time. 2. We were at the time keenly on the look out
for cases of actinomycosis, and I several times said that it
could hardly be anything else, but repeated examinations of
the pus failed to detect the fungus. 3. This is explained by
the fact that the mycelium was more delicate than usual
and that the fungus did not present the typical clubs ; but
on this point I will say no more as Dr. S. H. Habershon
has described the appearances met with in this case.3 It
leads, however, to the remark that the clubs are not always
met with even in cases in which they have at one time been
easily demonstrated. I do not mean in cases that are recover-
ing ; that is, of course, what one would expect. In two at
least of my series-Case 5 and Case 12-which terminated
fatally and in which there was no lack of discharge it
became more and more difficult and was at last impossible
to discover any clubs at all, although they were seen in
abundance during the earlier part of the disease. I would
observe that if post-mortem room or museum specimens are
found which to the naked eye look like the disease but in
which no fungus is found it will not do to state positively
that the case has not been one of actinomycosis.
CASE 8.-A girl, aged 15 years, was admitted into the

Brompton Hospital under the care of Dr. J. K. Fowler on
June 2nd, 1893. She had been suddenly seized a fortnight
before with headache, vomiting, and severe pain in the right
side. The pain was worse on drawing a deep breath, and
she had slight shivering. On admission she had a cough
and there was some slightly blood-stained expectoration.
She was not ansemic or emaciated. The tongue was slightly
coated. She had a hectic temperature varying between
101&deg; and 104&deg; F. and a very rapid pulse. The urine
was normal. There were signs of fluid at the right
base, but nothing abnormal was detected in the abdomen.
On the 14th I opened the right pleura after excising a
portion of the ninth rib in the scapular line and after
passing through quite an inch of dense pleura a large cavity
was reached which extended forwards for a considerable dis-
tance. We made no diagnosis of this case though numerous.
suggestions were made. The subject of actinomycosis
was not so present to our minds as it is now. 7the patient
was in no way relieved by the operation, but she became
rapidly emaciated and intensely anaemic. The temperature
remained the same till a few days before the fatal termina-
tion, which occurred from exhaustion on August lst-that is,
two and a half months after the first onset of the symptoms.
At the post-mortem examination it was found that the
posterior part of the right lung was firmly adherent to the
chest wall from apex to base except at two places, one above
(from the second to the fourth ribs) and one at the lower
part. The upper of these was a localised abscess con-
taining an ounce or two of thick creamy pus ; the lower
led by means of a sinus through the diaphragm into a

large yellow caseous mass in the right lobe of the liver,
measuring four inches vertically by three from side to side
and two from before back. It closely approached the upper
and anterior surface of the liver which was adherent at these

parts to the diaphragm. There was a mass of caseous and
calcareous glands at the bifurcation of the trachea. There
was no tubercle in the lungs. The middle and lower lobes of
the right lung were collapsed and carnified, a result no doubt
of the empyema. Nothing else of importance was noticed at
the post-mortem examination.

This case created considerable interest at the time. At

3 Transactions of the Pathological Society of London, Nov. 8th, 1900.
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first it was thought that it might be one of typhoid fever, I
but that idea was abandoned. No suspicion of an affection f
of the liver occurred, I believe, either to Dr. Fowler or s

myself. And at the post-mortem examination (at which I t
was not present) it was suggested that the mass in the liver a

was probably caseoas tubercle. It was only on looking at a

the specimen afterwards and comparing it with the other t
cases that had occurred that the idea occurred to the resi- t
dent medical officer of searching for the fungus. He dis- 1
covered some spots containing what appeared to be mycelium, (

but it must in fairness be added that there is no micro- I

scopical proof of the conclusion to which the naked-eye
appearances would seem to lead. ]
CASES 9 AND 10.-Two other cases must be briefly men- (

tioned because, though I am personally convinced that they 1
were examples of the disease, I have no actual proof of the
fact. They both occurred at University College Hospital and
I cannot find the notes of either. In both the liver was the
seat of the mischief. One of the patients was a man, aged
26 years, and the other was a girl, aged 14 years. :

In the next three cases some part of the intestine was
affected.
CASE 11.&mdash;A man, aged 29 years, was admitted under

my care into University College Hospital on March 18th, 1895,
on account of a swelling in the right groin. He said that
he had been healthy till 10 weeks before his admission, when
he began to suffer from a dull aching pain in the abdomen,
which gradually got worse, and after a week he was obliged
to take to his bed. He then became very constipated and
was obliged to resort to enemata. The constipation then
passed off and the pain diminished, but he kept his bed for
six weeks, after which he began to get about again. Soon,
however, the’pain returned and settled in the right hip, so
that he again had to take to his bed and was sent by his
medical attendant to the hospital. He looked then rather
ill, and was slightly wasted. His tongue was furred and he
had on the iirst night a temperature of 103&deg; F. It had fallen
to 1002&deg; by the next morning. His right thigh was flexed to
an angle of 75 degrees, and there was evidently a large
abscess in the right iliac fossa. It reached to within two
inches of the symphisis and extended one inch below

Poupart’s ligament, but did not reach up into the loin. It
was hard and painful but not tender. The urine was normal.
I opened the abscess on the 20th by an incision one and
a half inches internal to the anterior superior spine.
It was apparently extra.peritoneal and contained a

considerable quantity of feculent-smelling pus containing
actinomyces. A large drainage-tube was inserted. The

patient was put upon iodide of potassium and before long he
took 40 grains of it three times a day, which he continued to
do during the treatment of the case. The wound improved,
but it was thought right to open it up and scrape it on three
subsequent occasions. On May 25th he left the hospital con-
valescent and he returned afterwards with the wound

completely healed. With few exceptions the temperature
remained about normal; on one occasion it reached 1018&deg;
and for a few days before he left the hospital the evening
temperature approached 100&deg;. 

’

CASE 12.4-The patient was a man, aged about 30 years,
whom I was asked to see by Dr. Fairbrother. He had pre-
viously been in good health. In 1893 he had at intervals
of three months attacks which suggested appendicitis.
In February, 1894, there was a still more definite
attack of the same nature. In May, 1894, after a

similar attack, a swelling appeared which occupied the
right lumbar and iliac regions and there was obvious sup-
puration in the posterior part of it. I opened the abscess
at this part and was impressed by the small amount of pus
and the very free bleeding. I thought that it was probably
a perirenal rather than a perityphlitic abscess, but I did not
at that time guess its true nature. On seeing him three
weeks afterwards, however, I was struck with the fact that
the matter was burrowing in the subcutaneous tissues and
inter-muscular planes and took some of it away for micro-
scopical examination and found it teeming with the actino-
myces. Afterwards the abscess pointed in front and I again
opened it and scraped it, the haemorrhage at this operation
being alarming. The abscesses burrowed in various directions
and the patient became intensely ansemic and emaciated
in spite of the methodical administration of iodide of
potassium and iodide of sodium and the constant irriga-
tion of the sinuses with tincture of iodide. He died on

4 Reported in the Brit. Med. Jour., June 27th, 1896.

Feb. 25th, 1895, and at the post-mortem examination it was
found that the appendix had probably been the original
source of the disease. Sinuses passed in many directions,
but there was nothing at the time of death in the appear-
ance of them to indicate that they were the result of

actinomycosis. This is a most interesting observation
because it may explain how cases may not only pass through
the whole period of treatment without recognition, but may
be examined by competent pathologists on post-mortem
examination without any hint being obtained as to the true
nature of the affection.
CASE 13.-A boy, aged 16 years, was admitted into the

Brompton Hospital under Dr. Fowler on June 22nd, 1898,
complaining of pain in the chest and abdomen and a

lump in the left iliac region. His illness commenced in
August, 1897, with sharp pains in the chest and abdomen
which lasted three weeks and were attributed to acute in-
digestion. He then remained well until Christmas, 1897,
when he was suddenly taken with vomiting which lasted off
and on for 14 hours. After that the bowels were constipated
for a week but were relieved by enemata. He then returned
to work until a month before his admission into the hospital,
when he was again seized with pains in the abdomen which
laid him up for two or three days, since which time the pains
had gradually become worse. Nothing abnormal had at any
time been noticed with the motions. For a few days before
admission he had observed that he could not straighten the
left hip. He was a pale, ansemic boy, whose trouble was
evidently abdominal, and it was at first supposed that he
had some form of obstruction of the bowels. A very obvious
lump was to be felt in the left iliac fossa and also per
rectum. It extended as far back as the posterior third
of the iliac crest and forwards to within one and a half
inches of the spine of the pubes, and when I first saw
him on June 27th distinct fluctuation in the swelling
was to be obtained. In fact, the case was ob.
viously one of abscess, and naturally a psoas abscess
was suggested, but there were no signs of caries of
the spine. The temperature varied between 100&deg; and 102&deg; F.
The urine was normal. On June 27th I made an incision
into the abscess and found that it extended up into the loin
and down into the pelvis. It was extra-peritoneal ’but
superficial to the iliacus muscle. It had, however, stripped
the vessels away from the iliacus so that they came to be
in the anterior wall of the abscess. The bleeding was con-
siderable, ’but not enough to be dangerous. The pus was

yellow and contained white particles in which the mycelium
of actinomyces was seen without staining and in which the
clubs were brought out on staining by Gram’s method.
He was at once given iodide of potassium, at first in five-

grain doses three times day. By August 15th he was

taking 15 grains and by the 30th 25 grains three times
a day. The operation was followed by a lowering of the
temperature to about 99&deg;, at which it remained for 10

days or more. It then gradually resumed an irregularly
hectic type, seldom, however, rising above 101&deg;. At first
there seemed to be some slight improvement, but the patient
remained very ansemic and though at first he put on weight
he afterwards became more and more emaciated. On Sept.
18th, the wound was opened up under chloroform by Mr.

Pollard and scraped and iodoform was rubbed in, and on the
16th a swelling which had formed on the left side of the

I lumbar spine was similarly treated. No communication was
 found between this and the abscess in the groin. On Dec.
alst fseces were discharged through the wound in the groin
-and on the 12th there was a similar discharge from the
; wound in the back. This continued until the patient’s
! death on the 21st. He had in the meantime become

r gradually weaker, but no other symptoms had developed.
tAt the post-mortem examination it was found that the
a sinuses led to an extensive abscess which surrounded
t the rectum and led up alongside the sacrum, involving
1 the sacro-iliac articulation of the left side, the coccyx,
- and the lowest four sacral vertebrse. as well as the disc
- between the sacrum and the fifth lumbar vertebra. It then
i tracked up the left side of the spine, involving the tissues
a in the neighbourhood of it but not the lumbar vertebrae, and
s extending as high as the ninth left rib. The dorsal vertebnc
d from the ninth to the twelfth were slightly eroded, and the
f corresponding ribs were slightly involved in the disease.
L- The perirectal abscess contained fasces. All the viscera
n contained in the pelvis were matted together by old peri-
- tonitis, and the sigmoid flexure was coiled upon itself and

drawn up to the right. At its lower part behind it was
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adherent to the abdominal wall, and here there was a large
shallow ulcer exposing the muscular coat which presented
no peculiar appearances. It was perforated in the centre,
the opening communicating with the abscess. There were
three small openings with yellow softened edges by which
the abscess communicated with the bladder. The body was
extremely emaciated, but beyond marked amyloid disease of
the liver and spleen it presented no other abnormal appear-
ances.

In the last two cases the mischief occurred in one in the
face and in the other in the neck. -

CASE 14.-A woman, aged 27 years, a patient of Dr. D. A.
Davies, who was sent to me by Dr. J. Mitchell Bruce, was
admitted to the hospital in December, 1894. She came of a

highly tuberculous family and had tubercuious disease at the
apex of the left lung. A year previously the teeth had been
stopped and at that time there was great swelling of the
face. Sae thought that she went to the dentist because of
a slight toothache and not because of any ulcer of the gums.
The swelling of the face was present before she went to the
dentist, but it increased very much afterwards. The

stoppings were therefore removed and the nerve was killed,
and ultimately, six weeks before I saw her, the left canine,
two bicuspids, and the first molar of the upper jaw were
removed. The swelling broke on the surface of the cheek and
discharged from time to time and when she came to London
there were two or three openings in the indurated tissue
of the left cheek from which exuded pus in which Dr. Bruce
at once detected the characteristic yellow masses of
actinomycosis. The patient lived outside Swansea and was
very fond of chewing corn and straw. I scraped the cheek
with great thoroughness on Dec. 17th. The only place
that gave any trouble from h2emorrhage was the outside of
the upper jaw above the place whence the teeth had
been removed, and this very soon stopped. The wounds
were plugged with lint soaked in pure carbolic acid. She
was at once put on iodide of potassium, being given five

grains three times a day, and the wounds rapidly healed.
The ominous note was made when she left that there were
tubercle bacilli but no actinomyces in the expectoration.
She died from pulmonary tuberculosis and rectal fistula
some months afterwards ; there was no return of mischief in
the cheek.
CASE 15.-A woman, aged 33 years, was brought to me

on June 18th, 1898, with a swelling near the angle of
the jaw, apparently involving the sterno-mastoid. It
was very hard, red on the surface, and it involved the I
skin. She had first noticed pain in the autumn of 1897, i
which gradually got worse, and the swelling appeared in 4

February, 1898. She had had all the teeth of the upper
jaw removed, but I discovered no evidence that they could 1
have had anything to do with the disease. She had bad no I
sore-throat. She had lived on a farm and was very fond of (

chewing grass and corn. The swelling did not look exactly s
like a tuberculous gland, but I thought it probable that it
was one. It was opened on June 18th and I was much
astonished to find that it had all the appearance of a gumma r

involving the sterno-mastoid, so I cut and scraped away as -
much as I could and made a careful microscopical examina-
tion of a part of the tissue removed. It showed simply in.
flammatory tissue and on examining the section now I can
find no trace of the fungus. I accordingly put her on a
course of iodide of potassium and, as I expected, the wound
slowly but soundly healed. After stopping the iodide, how-
ever, two small nodules appeared at the lower part of the scar
and a minute opening occurred at the extreme lower part,
after which these nodules disappeared. Another nodule,
however, appeared soon afterwards in the middle of the scar t
and, now being on the look-out, I carefully examined what f
came away and at once detected some yellow granules which c
showed typically the fungus of actinomyces. 

c

This is perhaps the most instructive case of the whole t
series because the true nature of the disease was not recog- a

nised for a long time, but the treatment was appropriate t

though founded on an incorrect diagnosis. u

I may point out that of these 15 cases 10 of the patients
were males and five were females. Their ages were respec- 

’

tively nine years, 14 years, 15 years, 17 years, 17 years, 18 c
years, 22 vears, 25 years, 26 years, 27 years, about 30 years, t]
33 years, 38 years, and 45 years. In four cases the lungs and c

pleura were principally affected in six cases the liver and
pleura were principally affected ; in two cases the cascum or Nappendix was principally affected; in one case the rectum
was principally affected ; in one case the jaw was affected ; t t

and in one case the neck was affected. The occupations of
the males were as follows: one was the son &ugrave;f a oairyman,
two were clerks, one was a florist, one was a butcher, one
was an errand boy, one was a gentleman, one was a cellar-
boy, one was a bricklayer, and one was a railway porter. Of
the females there is nothing to be said about the occupa-
tion. Four of the 15 recovered, although one died sub-
sequently from pulmonary consumption, and one has had a
relapse but is now well. The others all died although
several of them were treated vigorously with iodide of

potassium. Three bad embolic abscesses in the brain or in
other parts of the body.

With regard to treatment I would again emphasise the
necessity of carrying out active surgical treatment as well as
of administering iodide of potassium. How active this
treatment should be must be decided according to the merits
of each case. I have not yet met with a case in which
such an extensive operation as removal of the csecum

offered any chance of success-except, indeed, in one who
r-covered after the adoption of milder measures. But the

inveteracy of the disease and the fact that this operation
has once at all events been successfully performed would,
I think, warrant its performance under favourable circum-
stances. The appearances seen in the lungs and liver of
several of the cases that ended fatally do not encourage one
to attempt much active surgery when these organs are
attacked.
The special points which thispaper brings out are the

following. 1. The probability that this uncommon disease
may be mistaken for others of everyday occurrence.

2. The possibility that for long periods and even after
death no signs of the ray fungus may be present in the

discharges or discoverable in the tissues. 3. The cbarac-
teristic appearances of the abscess when opened. 4. The

possibility of true embolic pysemia resulting, the secondary
abscesses containing the ray fungus. 5. The fact that if
the liver or lungs are affected a lateral curvature of the

spine is likely to occur, the concavity being towards the
affected side.

I must conclude by expressing my sense of obligation to
the physicians who have kindly allowed me to describe the
cases which in many instances were previously, and in some
instances continuously, under their care in hospitals. In
the foregoing descriptions I have frequently made use of the
plural" we" when the singular pronoun "I" might have
been expected. This refers to occasions when questions of
diagnosis were discussed between us, and I trust that I have
in no case misrepresented the opinion of any of my
colleagues.

I also desire to point out to anyone who may consult this
paper for the sake of collating cases that some of them have
been previously published, one by myself, and others by
other writers. In each case, where I am aware of the fact,
such previous publication is indicated in the text.

THE AFTER-RESULTS IN 40 CONSECUTIVE
CASES OF VAGINAL HYSTERECTOMY

PERFORMED FOR CANCER OF
THE UTERUS.1

BY ARTHUR H. N. LEWERS, M.D. LOND.,
OBSTETRIC PHYSICIAN TO THE LONDON HOSPITAL.

THE series of 40 cases recorded in this paper includes all
the cases in which I have performed vaginal hysterectomy
for cancer of the uterus up to the end of April, 1899, when I
completed my fortieth case. Up to the year 1893 I had for
the most part treated cases of cancer of the cervix that

appeared suitable for operation by the supra-vaginal amputa-
tion of the cervix,’ and reserved total extirpation of the
uterus for cases of primary cancer of the body of the uterus.
Since that time, however, I have been more and more

convinced that to perform the supra-vaginal amputation of
the cervix in such a way as to give the patient the utmost
chance that the disease will not recur is, in the majority of
1 A paper read before the Royal Medical and Chirurgical Society on

Nov. 13th, 1900. The author is much indebted to the Council for
permission to publish the paper and some of the illustrations before
they have appeared in the Transactions of the Society.
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